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ABSTRACT

THE TREATMENT EXPEzuENCE OF WOMEhI SURVIVORS OF SEXUAL ABUSE WITH
CO.OCCURRING ISSUES OF SUBSTANCE ABUSE

A QUALITATIVE STUDY OF PERCEPTIONS

BARBARA E. HARSCHUTZ
June 9, 2000

The high incidence of co-occurrence of women survivors of sexual abuse with
substance abuse and the historical differences between mental health and substance abuse

treatment were cause for exploration of current treatment available to this population. The
purpose of this study was to explore what treatment encounters have been effective for this

population of women to recover. Through interviews this exploratory, qualitative study gave six
women survivors of sexual abuse with substance abuse who have been involved in treatment

a

voice that provided needed information for treatment design and implementation. It attempted to
answer what treatment services currently offered are best suited for this population and what
changes, if any, are needed to improve current treatment. This study may benefit women

survivors of sexual abuse with substance abuse and contributes to existing literature. The
participants benefited from a feeling of accomplishment by sharing their experience in order to
inform treatment providers. Practitioners and educators may benefit from this study. [t reveals
what treatments currently offered are most useful to the six women in this study and what
changes they recommend to improve current treatment.
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CHAPTER I : INTRODUCTION
Overview
The introduction chapter starts with a statement of the problem. The purpose of
the research is described and the research questions are identified. The chapter goes on to
explain the significance of the study.
Statement of the Problem

The population of this study is women survivors of sexual abuse (WSSA) with
substance abuse

(SA). A high incidence exists of this particular co-occurring

phenomenon. Within the current systems of care available for individuals with cooccurring addictive and mental disorders, existing treatment models vary greatly. Most
agree the historical differences between the

two service systems of mental health and

substance abuse treatment are barriers to service delivery and that treatment of such

individuals is a major issue confronting service providers and researchers (Young &
Grella, 1998; Jerrel, 1996). Some problems with treatment for dually diagnosed
individuals are coordination of services, locus of control of the treatment plan, and the
heterogeneous nature of the population served (Bond, McDonel,

Miller & Pensec, 1991;

Noordsy & Fox, 1991; Weinberg & Koegel, 1996; Ryglewicz,, 1991; Sciacca &
Thompson, 1996).
The two major problems with providing treatment for people with dual diagnoses
seem to be the complexity of planning treatment

for this heterogeneous group and the

difficulty of providing treatment in either of the two single-problem treatment systems,
mental health and substance abuse. Each system has its own philosophy, conceptions,
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and approaches that present limitations in working with people whose problems span

their boundaries (Ryglewicz, l99l).
The most common approach is to develop programs that integrate the two existing
treatment systems to provide comprehensive services within the programs of each

delivery system (Sciacca & Thompson, 1996; Jerrel, 1996; Thomas et al.. 1999:
Weinberg & Koegel, 1996; Young

& Grella,

1998).

Another approach is to offer specific treatment to address symptoms of both cooccurring issues at the sarne time in one setting. It may be appropriate to recognize
individuals with high rates of specific co-occurring issues and to offer specialized
treatment. A high incidence of WSSA and SA co-occuffing exists. As much as 59%
substance abuse treatment recipients have survivor issues (FJajavits, Weiss, Shaw

of

&

Muenz, 1998). And, as much as 99o/o of women with a history of recurrent trauma have
substance abuse issues (Najavits, Weiss

& Shaw,1997).

These women have more severe

problems than women do with either trauma history or substance abuse alone and
therefore it is believed that specialized treatment is needed [Najavits et al., 1998;

Najavits, Weiss & Liese, 1996).
Purpose of the Research
Several recommendations for treatment of this population are found in the

literature. Some of these recommendations are: l) Paying more attention to relationships
among participants of treatment themselves (Weinberg & Koegel, 1996); 2) Interaction

of

clinicians from both substance abuse treatment and mental health treatment backgrounds
can create a balanced treatment sensitive to complex needs of the clients (Noordsy

&

Fox, l99l); 3) A key component for effective support groups for this population may be

J

to restrict them to clients with dual disorders in order to enhance acceptance and mutual
identification (Bond et al., 1991); a) Self-help support groups for this population may
benefit from having a professional participating to ensure steady leadership (Caldrvell &

White, 1991). There is an ongoing need for substantial staff development and training
regarding dual disorders and it is necessary to establish the effectiveness of specific
approaches to treatment (Weinberg, Koegel, 1996; Bond et al., 1991: Caldwell
I 991

; Jerrel, 1996; Noordsy

& White.

& Fox, 1 991 ).

While a great deal of research has been written from the perspective of
professionals, nothing has yet addressed the perception of the clients themselves. The
intent of the research is to explore what treatment encounters have been effective in

helping women who are survivors of sexual abuse having difficulties with substance
abuse. This study gives the recipients of current treatments a voice that provides needed

information for treatment design and implementation.
Significance of the Study
This study will benefit women survivors of sexual abuse with substance abuse
issues and contribute to the existing literature on this

topic. It gives the recipients of

treatments a voice that provides professionals with needed information for treatment in
the future. Clinical social workers, counselors and educators

will benefit by having

treatment recipients' perspectives available. The results of this study may help to
develop programs that are more responsive to this population.

-+

Research Questions

The research questions of this study are:
I

)

What treatment services currently offered are best suited for women surv'ivors

of sexual abuse (WSSA) with co-occurring issues of substance abuse (SA)?

2)

What changes. if any, are needed to improve current treatment?

Some issues these question gives rise to are the co-occurrence of WSSA and SA.

current SA treatment for women, current treatment for WSSA, and the two single-

problem treatment philosophies currently used.
Summary

This chapter gave an overview of the purpose of the research and the significance
of the study. It also provided the research questions examined in this study. The next
chapter will provide a review of the literaturc and a theoretical framework from which
treatment found in the literature is based. The third chapter will outline the methodology

of the study. The follo*ing chapters will provide the findings, a discussion and
implications of the study.

)
CHAPTER II: LITERATURE REVIEW
Overview
The second chapter starts by providing four sections that include a review of the
literature related to the treatment of women survivors of sexual abuse, treatment

of

women with substance abuse, the two single-system treatment systems currently
available, and the co-occurrence of both issues. This is to give an inclusive vier.v of the
issues involved with treatment for WSSA with co-occurring

SA. This chapter

ends with

the theoretical frameworks for treatment currently found in the literature.

Review of the Literature

Much remains unknown about the population of women survivors of sexual abuse
(WSSA) with substance abuse (SA). Due to the relatively recent nature of the literature
on WSSA with SA, it is rather

limited. Diagnostic criteria

and methods of lesearch vary

greatly and this also limits the information gleaned from the literature (Najavits, Weiss,

& Shaw, 1997). However, this literature review examines the treatment currently
available for women with substance abuse (SA) followed by the treatment currently
available for women survivors of sexual abuse (WSSA). The mental health treatment and
substance abuse treatment systems are compared and the co-occurrence of WSSA and SA
is examined.

Treatment for Women with Substance Abuse

Traditionally substance abuse treatment for women and men has been the same.
Typically used are techniques such as confrontation, non-directive group therapy,
intensive inpatient and out patient rehabilitation, and Alcoholics Anonymous (AA)

(Westermyer, 1996). Treatment is usually based on the disease concept that considers
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that a pharmacological property of a substance or the genetic make up of a person turns a
person into an addict. And, that addiction follows an inevitable irreversible course for
every person ever addicted. This course is a life-long addiction that continues to

negatively impact the person's

life. The only way to prevent this inevitable

through complete abstinence from the substance (Peele & Brodsky,

l99l;

course is

Peele, 1985:

Fingarette, 1988; Westermyer, 1996).

Although the disease or l2-step model of fu{ predominates in the field of
substance abuse treatment, many authors have addressed the need to move beyond or out

of the l2-step recovery process (Peele, 1989; Peele & Brodsky, 1991; Bewley. 1995;
Schmidt,1996; Kirkpatrick, 1989; Trimpey, 1989; Peele, 1989; Westermyer, 1996).
Several examples of optional treatment include; Rational Recovery (Schmidt, 1996)"

Women for Sohriety (Kirkpatrick, 1989), Meta-Recovery (Bewlel', 1995), Moderation
Management, (Michigan Comnet, 1996), Secular Organization for Sobriety (lrioelle,
I

996), and Correspondence Intervention (Sitharthan, 1 996).
Some authors emphasize the need for SA to be understood as a way of coping

with feeling and situations with which

a person has not

yet learned a healthier way to

cope. Through SA the person is seeking experiences that satisfy needs they cannot
otherwise

fulfilI. SA is the result of psychoactive

effects of a substance and the way it

changes our sensations. The person becomes addicted to the experience not the

substance. An addictive life-style is developed from an accrrnulation of patterns in a
person's

life.

Substance use is neither a result nor a cause of these patterns rather

it

simply another example of them (Peele, 1989; Peele & Brodsky, 1991; Westermyer,
I ee6).

is
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Other authors write about the needs that are specific to women with substance
abuse issues. They state that traditional treatment programs are designed for men and
have been less effective for women than for men. Programs that focus on empowerment.

individual goals, the recognition of incremental progress in life functioning. broadening
interpersonal netu'orks, and enhancing assertiveness and communication skills are
recommended (Fredericksburg, 1998; Nelson-Zlupko, Kauffman & Dore. 1995: Wald.

Harvey & Hibbard, 1995; Ramlow, White, Watson & Leukefeld, 1997; Hagan &
Fimmegan, 1994).
Much of the research suggests that to create effective treatment programs.
different treatment with respect to gender needs to be offered (Fredericksburg. 1998;
Nelson-Zlupko, Kauffman & Dore, 1995; Wald, Harvey & Hibbard, 1995; Ramlow.
White, Watson & Leukefeld, 1997; Hagan & Fimmegan 1994). When women are
presented with a variety of treatment options and invited to choose one that they feel
best

will

fit their needs they are more likely to enter, stay in, and complete treatment

(Fredericksburg, 1999). It is very important to not overlook three critical factors in
treatment for women. These factors are broader issues of dependency in women: the
impact of chaotic early interpersonal relationships on development; and diagnostic

criteria and treatment goals appropriate for women (Hagan et al., 1994).
Treatment for Women Survivors of Sexual Abuse

Many problems seem to be prominent among WSSA. There is a prevalence of
abuse related psychological

difficulties. These difficulties include post-traumatic

stress

symptoms such as persistent recurrence of the traumatic event, avoidance of stimuli
associated with the trauma and other symptoms such as cognitive distortions, emotional

I
changes such as depression or anxiety, disturbed relatedness, avoidance such as

dissociative symptoms or addictions. and impaired self-esteem (Briere. 1991: Briere.
1996; Bass

& Davis.1992; Quina & Carlson, 1989: Courtois. 1993; Courtois.

1997).

Treatment and healing from sexual abuse usually includes taking stock of the
effects of the abuse. The process includes understanding w'hat happened. how it affects a
person today and changing patterns in one's

life.

Issues commonly addressed are self-

esteem and personal power, emotions, the physical body, intimacy and sexuality.

parenting, and other interpersonal relationships (Bass & Davis,1992; Courtois. 1993).
There is a fair amount of consistency between authors as to suggested treatment

for WSSA (Briere, 1991; Quina & Carlson, 1989; Bass & Davis,1992: Davies &
Frawley

, 1994;

highlight

Courtois

a number

, 1993; Courtois,

1997; Herman

, 1992).

These suggestions

of conceptualizations of goals, phases, tasks, or stages of the therapy

process. The process can be thought to include: the decision to heal and make a
commitment to treatment, recall of sexual abuse experiences, the emergency stage or
periods of intense affect, believing it was real, recounting the abuse to contradict feelings

of stigma and isolation, resolving issues of responsibility. self-blame and complicity, the
recognition, labeling, and expression of feelings, grieving losses the abuse has caused,
restructuring thinking and distorted beliefs caused by the abuse, considering disclosure,

confrontation, and other issues involving the perpetrator and others, self-appreciation,
self-determination, individuation and separation from the past, reconnection and
commonality (Briere, l99l;Quina & Carlson, 1989; Courtois,lggT; Herman,1992).
The sequence of the treatment process varies with each client served. However,

it can be roughly broken down into three phases:

(l) The preliminary

phase which is
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establishing rapport. negotiating the relationship, and taking general history: (2) The
sexual abuse resolution phase which is shaped according to the needs of the client; And.
(3) the reconnection phase which addresses relationships and future goals and planning

(Briere. 1991: Quina & Carlson. 1989; Herman. 1992).
The models used for treatment range from behavioral to cognitive to an eclectic

mixture of feminist, psychodynamic, cognitive, and behavioral approaches (Briere. 1 991

:

Quina & Carlson, 1989; Davies & Frawley,7994; Herman.1992). Different from these
is another treatment model designed from a relational perspective (Davies

& Frawley.

1994). The relational perspective is based in psychodynamic theory and considers the
internalization of early relationships key to the consequences of childhood sexual abuse
and is based on a constant volleying between reenactment and interpretation of memory

through transference and counter-transference within the client and therapist relationship.
The reactions to each other are the threads that form the relationship. Within and through
this relationship the therapy unfolds. The relationship is the environment in which the

client learns to trust while she relives and slowly integrates her identity. It is also the
arena in which abuse, neglect, and idealized salvation are re-experienced. The therapist
and client participate in identifoing and working through the transference and countertransference together (Davies

&

Frawley

, 1994).

Mental Health and Substance Abuse Treatment Svstems Compared
Most agree the historical differences between the two service systems of mental
health treatment and substance abuse treatment are barriers to service delivery anid that
treatment of individuals with co-occurring issues is a major problem confronting service
providers and researchers (Young & Grella, 1998; Jerrel, l996).
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Young and Grella (1998) did a survey of county administrators in California in
1998. The survey had an84o/o response rate and found that collaboration does occur
between mental health treatment services and substance abuse treatment services.

However, it seems to be only information sharing and coordination of services rather than
integrated programs. Societal attitudes and stigma, and differences between mental health
treatment and substance abuse treatment service were found to be the greatest barriers to
expansion of treatment for people with dual diagnoses. The administrators cited
professional training and public awareness campaigns as remedies to these barriers. Most
services provided in the 47 responding California counties were outpatient counseling
and case management (Young

& Grella,

1998).

Substance abuse treatment programs have been criticized for ignoring individual

characteristics and needs of clients. The treatments commonly used are deficient in
dealing with the underlying problems of each client (Hshieh

& Srebalus, 1997; Galanter,

1986). On the other hand, mental health providers have been criticized for not fully
appreciating the drinking problems of a client and actually play into the clients denial and

reinforce the clients' avoidance of addressing substance abuse (Thase, Edelstein &
Herrsen, 1990). One of the problems is that mental health treatment providers and
substance abuse treatment providers lack knowledge of the opposite field.

In a study conducted by Hshieh and Srebalus (1997) approximately

81

% of the

psychologists surveyed and 78Yo of the SA service providers surveyed reported the
effectiveness of parallel treatment to be satisfactory or very satisfactory. For those

reporting parallel treatment as not effective, the first two reasons given were difficulty in
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engaging clients in SA treatment and incompatible philosophies and treatment
approaches between the two groups of professionals.

The two groups of professionals were similar in response concerning referral use.
accepting the disease ideology for addiction. use of a twelve-step model of recovery and
strong spiritual or religious beliefs. Where the groups diverged was the psychologists'

willingness to accept controlled drinking as an alternative goal to abstinence and the

majority of substance abuse treatment providers, who were recovering from SA
themselves, did not accept controlled drinking as an option (Hshieh

& Srebalus.

1997).

Co-occulrence of Women Survivors of Sexual Abuse and Substance Abuse
There is a high incidence of co-occuffing WSSA and SA. Women experiencing
various types of trauma comprise 33-59Yo of substance abuse treatment recipients

(Najavits, Wc,ss, Shaw & Muenz, 1998). Women with a lifetime history of recurrent
trauma are more common comprising 55-99% of substance abuse treatment recipients

(Najavits, Weiss, & Shaw, 1997). These women have more severe problems than women
do with either trauma history or substance abuse alone Q.{ajavits et al., l99B).

Post-trauma symptoms and substance abuse appear to be strongly linked. The
presence of either one alone can increase the risk of developing the other

one. The co-

occulrence has been consistently found across various types of traumas and substances.
There is indication in the literature that substance users have a higher likelihood

of

traumatic events than nonusers especially among women and that a family history

of

substance abuse is a significant risk factor for exposure to traumatic events (Najavits et

al., 1 997; Briere.

I 991 ).

The presence of trauma has been associated with the development of substance

Augsburg Coilege Library
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abuse and may reflect an attempt to "self-medicate" the suffering experienced (Irlajavits
et al., 1997; Briere,

1992). Women who have been traumatized have

a more rapid onset

of substance abuse and have a higher rate of substance abuse than women w'ho have not
been traumatized Q.Jajavits et al.. 1997). Post-trauma symptoms are reported to become

more intense with initial abstinence of substance use. WSSA may be particularly
vulnerable to substance use relapse. From the perspective of WSSA with co-occurring
SA, post-trauma symptoms are a common trigger of substance use and substance use
can, in turn, heighten post-trauma symptoms Qrlajavits et

al., 1997).

of

Specialized treatment is needed for this population due to the high incidence

co-occulrence. The need for specialized treatment also comes from the particular
treatment needs of this population (Najavits et al., 1996). The treatment needs are
extensive due to the complexity of co-occurrence. Some of these issues are substance
use and thoughts about substance use, suicide

risk, suicidal thoughts, social adjustment,

family functioning, limited problem solving abilities, and depression. More include
trauma-related symptoms such as recurrent and intrusive recollections of the trauma,
persistent avoidance of stimuli associated with the trauma, and persistent symptoms
increased arousal such as irritability,

of

difficulty concentrating or hyper-vigilance.

[Najavits et al., 1998).
Recognizing the importance of both post-trauma symptoms of sexual abuse and
substance abuse issues, a small number of chemical dependency programs address both
concerns during treatment. Such programs are more helpful for abuse survivors than

other kinds of substance abuse programs that only focus on abstinence (Briere, 1992).
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Theoretical Framework
The theoretical frameworks discussed here are based on literature that
reported on various treatments. The major theoretical frameworks found in the literature
addressing WSSA and SA treatment are feminist theory, psychodynamic theory,. and

cognitive-behavioral theory. A feminist framework is found in much of the literature
supporting treatment for WSSA. However, it is not common to discover a feminist

framework in many of the traditional and predominant treatments for SA. The
psychodynamic and cognitive-behavioral frameworks are found in much of the
treatment for WSSA whereas treatment for SA tends to be primarily based in a
co

gnitive-behavioral framework.

Feminist Theory
Feminist theory discusses the reasons why WSSA with co-occurring SA have
developed these issues, it is a perspective or lens from which to view the issues of these
women, and from where or how to approach treatment. This avoids a "one size fits all"

philosophy that tends to treat women ineffectively. For example, substance abuse
treatment is usually based on a "one size fits all" philosophy and is often not effective

(Fredericksburg, I 999).
Treatment models using a feminist approach take several forms and orientations.

However, all forms consider women's experience in society as subordinate and address
themselves to how to eliminate this oppression of women. The scope of change sought
and the understanding of the problems of sexual abuse and substance abuse among

women differs in cument feminist ideology (Turner, 1996). Feminist theory provides

a

1.1

perspective that is sensitive to gender differences and leads to models that are gender
appropriate.
Some interventions are framed in terms of understanding the nature of power

within

a patriarchal society using a

radical feminist approach (Lancaster & Lumb. 1999).

The problem is regarded as a manifestation of patriarchy, ensuring the submission and
silence of women and preparing them for a powerless role in the family and in society.
Treatments focus on helping women empower themselves in response to this
phenomenon (Abbott, 1994).

A feminist framework is found in much of the literature supporting treatment for
WSSA. However, it is not common to discover a feminist framework in many of the
traditional and predominant treatments for SA.
Psychodynamic Theory
Psychodynamic theory is based on psychic determinism. Psychic determinism
holds that everything a person feels, thinks, dreams, and does has a motive that is

psychological. How a person lives her life and interacts with others is motivated by an
inner unconscious force (Turner, 1996).
Freud, the father of psychodynamic theory, saw a person's personality from
several points of view: structural, genetic, topographic, economic, dynamic,

interpersonal, and cultural.

All of the points of view are necessary to fully understand

how the personality functions. When combined, these points of view are considered the
metapsychological approach. This approach considers both the inner experiences and
outer behavior of a person, both her past and present, her individual situation and social
circumstances (Turner, I 996).
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The use of psychodynamic theory with WSSA considers the participants' inner
experiences and how these experiences relate to her outer behavior. How the past and
present interpersonal experiences have affected and affect the participants personality
and therefore, her level of healthy functioning. The psychodynamic framework is found

in much of the treatment for WSSA, but rarely found in SA treatment.
Cognitive-Behavioral Theory
Cognitive theory is based on the idea that what or how a person thinks directl1,
affects her emotions and behavior. A person's behavior is shaped by her beliefs and
ideas about herself, expectations of herself, and how she views the

world.

She is not

conscious of many misconceptions and erroneous beliefs that cause unpleasant or

dysfunctional emotions. She has learned these misconceptions through repeated incorrect
self-talk that became automatic (Turner, 1996)

A cognitive approach is currently used to modify and restructure beliefs that
trauma has caused WSSA. For example, the belief about keeping safe and the
dangerousness of other such as, "Everyone is out to harm me" can be challenged

with

alternative thoughts "Trust is something people earn" that can be examined in present day
situations (Hall

& Henderson,

1996).

Behavioral theory is based on several basic assumptions. Behavior is learned and
is reinforced by environmental factors. Behavioral theory has roots in social learning

theory. Social learning theory considers environmental influences and takes into account
private thoughts and feelings to understand behavior fNichols & Schwartz, 1998). The
integration of behavior and cognitive theories deals with learned and reinforced behavior
and its internal mental or cognitive processes (Turner, 1996).

l6
Cognitive-behavioral theory used in treatment understands how participants can
be overwhelmed by negative affects such as shame, guilt. anxiety and dissociation

(Irlajavits, Weiss & Liese. 1996). Cognitive-behavioral theory also supplies a framework

for teaching functional behaviors such as assertiveness. negotiation and asking for help
that may not have developed due to trauma or may have deteriorated due to substance use
(I.Jujavits et al., 1996).

Within the cognitive and behavioral framework thoughts. emotions and behavior
exert mutual influence on one another. Thoughts, feelings, behavior, and environmental
reinforcements are in constant interaction among themselves and sometimes serve to

maintain dysfunction (Nichols & Schwartz, 1998). For WSSA with SA, a cognitivebehavioral perspective serves to help identifu these factors and understand their effect on
the participants. The cognitive-behavioral framework is found in rnuch of the treatment

for WSSA and tends to be the primary basis in a SA treatment.
Summary

Traditionally, substance abuse treatment for women and men has been the same.

It appears that there is currently

a trend

to change this and implementation of programs

with a feminist background are emerging for women. It also appears that there is a need
to move beyond the traditional and predominant disease model of recovery.
Because many problems arise for WSSA, treatment and healing from sexual
abuse includes a somewhat involved process. There is consistency among treatment
approaches for WSSA yet the treatment sequence varies with individual clients.

The differences between the two service systems of mental health treatment
substance abuse treatment are barriers to treatment

delivery. Although collaboration
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occurs within the two systems it tends to be limited to information sharing and rarelv

includes integration of services. Programs in both systems have been criticized for

ignoring issues that are important in the other treatment system.
There is a high incidence of co-occurring WSSA with SA. Post-trauma
symptoms and substance abuse appear to be strongly linked. It is understood that new
approaches for treatment need to be addressed. However, the best way in which to do

this is not agreed upon. Some authors support integration of programs while others
insist that specialized treatment specifically designed for WSSA with co-occurring SA
are needed.

The major theoretical frameworks found in the literature addressing treatment for

WSSA with co-occurring SA are feminist theory, psychodynamic theory, and cognitivebehavioral theory. A feminist framework is found in much of the literature supporting
treatment for WSSA. However, it is not common to discover a feminist framework in
many of the traditional and predominant treatments for SA. The psychodynamic and

cognitive-behavioral frameworks are found in much of the treatment for WSSA whereas
treatment for SA tends to be primarily based in a cognitive-behavioral framework.
The next chapter presents the methodology of the research study and is followed
by the presentation of findings and a discussion of the study results.
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CHAPTER III: METHODOLOGY
Overview
Chapter three begins with the research questions this study addresses. The

following sections describe the research design and important concepts and continue
with information about the sample and data collection. The chapter concludes with an
explanation of the data analysis and measurement issues addressed in the study.
Research Questions

The research questions of this study are:

1)

What treatment services currently offered are best suited for women survivors

of sexual abuse (WSSA) with co-occurring issues of substance abuse (SA)?

2) What changes, if any, are needed to improve current

treatment?

Research Design

The research design for this study is a purely qualitative strategy consisting

of

naturalistic inquiry, qualitative data, and inductive content analysis. It will work with
data from the participants' experience that

will

be gained from semi-structured

interviews. This design includes explaining methodology, analyzing data and making
practice recommendations. (See appendix A for a schematic drawing of this design).

Important Concepts
Concepts for this study are: I ) sexual abuse which includes childhood and adult

incest or rape, or stranger abuse, 2) substance abuse which includes abuse or misuse

of

any chemical substance, 3) current mental health therapy and substance abuse treatment
available, 4) differences and similarities in mental health and substance abuse treatment
systems, 5) the co-occurrence of WSSA and SA.
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Mental health therapy and substance abuse treatment offered for this population
were considered in a comparative manner. The co-occurrence of WSSA and SA was
explored to establish if these co-occrrrring phenomena affect one another.
The Sample
Study Population
The study focused on WSSA with co-occurring SA. These women either have
been or culrently are involved in some form of mental health and/or substance abuse

treatment. The study population was women who are survivors of sexual abuse and have

co-occulring issues of substance abuse who live in one of the following rural northern
Wisconsin counties: Price, Taylor, Ashland, Lincoln, Vilas, or Onieda.
Sampling Process

To obtain information rich cases for an in-depth study about the treat:,nent
experiences of WSSA with SA purposive sampling was used. The criterion

characteristics that were identified included women who had been sexually abused, had
issues of substance abuse, lived in a northern Wisconsin rural community. and had been a

recipient of either mental health or substance abuse treatment, or both.
Six volunteer participants were obtained by asking five agencies to invite
individuals (by either sending out a letter or by face-to-face invitations) to women whom
the agencies knew met the criteria of both WSSA and SA. Other efforts made were

running newspaper advertisements in three different newspapers and placing flyers at
various l2-step meeting sites.
The five agencies that agreed included Elmergreen Associates Counseling
Services of Minocqua and Park Falls, WI, a private for

profit counseling service agency;

l0
the Tri-County Council on Domestic Violence and Sexual Assault in Rhinelander. WI. a

private non-profit agency serving victims of domestic violence and sexual assault and
their families; the Counseling and Personal Development Center in Phillips. WI.

a

private non-profit counseling. community support. and job coaching service agenc)':
North Central Counseling Center in Medford and Prentice, WI, a private for profit
counseling service agency; and, L. E. Phillips in Phillips, WI, a non-profit alcohol and

d*g

abuse counseling center.

Protection of Participants

To initially recruit volunteer participants Elmergreen Associates Counseling
Services, the Tri-County Council on Domestic Violence and Sexual Assault. and the

Counseling and Personal Development Center were asked to distribute a letter requesting

volunteers. Tlie individuals who received this letter were knor,+m by the agencies to be
WSSA with co-occurring SA. The researcher did not know the identity of these

individuals. The letter had the field placement phone number and address so those
individuals who wanted to could make contact in order to volunteer. The letter briefly
discussed the purpose of this study, the procedures, confidentiality, and the voluntary

nature of the study (See appendix B for the recruitment letter).
Later, after full co-operation of the agencies was not achieved, L. E. Phillips and
l'Jorth Central Counseling Center were contacted. These agencies also made contact with
potential participants without the identity of the participants being known to the
researchers. At the same time that the two additional agencies were contacted, an
advertisement was placed in three northern Wisconsin newspapers, The Bee in Phillips,

l1
The Star News in Medford. and The Herald in Park Falls and fl vers were placed at 12step meeting sites.

Participants were also protected in others ways such as having the transcriptionist
sign a statement of confidentiality (Appendix E) and using pseudonyms for any quotes or

information gained from the interviews. Once individuals volunteered to participate. a
more thorough consent form was discussed and given to participants. The consent
discussed possible risks and/or benefits of the study in addition to the issues already
discussed in the recruitment letter (See appendix C for consent form).

Data Collection
Instrument Development
For data collection an interview guide developed for this study was used (See
appendix D for interview guide). This guide was pre-tested by asking two professors at
Augsburg College to view it and report their perception of it, The experience and
expertise of the professors ensured knowledge that the guide was clear and relevant to the
research question.

Data Collection Procedure
The interview guide was used in semi-structured depth interviews with six
volunteer participants. The interviews were conducted at a location of their choice. The

interviews were audio taped and then transcribed.
Data Analysis

A rigorous content analysis was conducted. First data was read and re-read
thoroughly. Themes and interpretations were recorded. It was necessary to look for
emerging themes and then categorize or construct classifications of them. The analysis

ll
and comparison of each classification or subset was conducted and lead to development

of concepts and propositions for treatment. The common themes were then compared to
the literature previously reviewed. The final step of data analysis u'as to discuss the
content of the findings and how they answer the research questions and explain the

implications of this research.
Measurement Issues
Once patterns and themes were found, different ways of organizing the data to see

if this might

lead to different findings was done. Another way to test for other

explanations was to consider other logical possibilities and see if the data supported them.

Looking for data that supported alternative explanations and then comparing these to the

initial explanations was considered. Alternative themes. patterns, and explanations
enabled viewing the data from several different perspectives and

it shed light on the data

in ways that might not have initially been seen by the researcher.
Peer evaluation was also used to ensure validity and reliability of this study. This
researcher and a fellow classmate exchanged the transcripts and findings sections of our

respective studies to review the information gleaned. This process tested for alternative
explanations and checked the reliability of each study.
Summary
The information for this study was obtained through semi-structured depth

interviews with six volunteers who are women survivors of sexual abuse with cooccurring issues of substance abuse. The individuals are residents of one of five northern
Wisconsin counties. Content analysis of qualitative data was used to identify common

,
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themes among responses to interview questions. Altemative explanations and reliability
was tested. The following chapters

of the study.

will provide the findings. discussion

and implications

1t
'-

CHAPTER IV: FTNDINGS
Overview
Chapter four begins with a presentation of the characteristics of the study

participants. It continues with a presentation of common themes from participants'
responses to the interview questions.

Characteristics of the Participants
Race, Age and Significant Relationships

The participants consisted of six women who were WSSA with issues of SA who

live in rural northern Wisconsin. All the participants were Caucasian. The age range of
participants was from 30 to

56.

The mean age was 44.

All the participants have been

married. At the time of the interviews 4 out of 6 were living with their husbands. One
was co-habitating with a partner and one was separated. Half of the participants had

adult children no longer living at home. One regularly looked after her partner's child,

who did not live with her. One had joint custody of her children and had them in her
home every weekend. One had full custody of her children who lived with her full-time

with the exception of respite offered by the county social service agency (see Table 4.1).
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Table 4.1
Parti c ipants Demo graphic

s

N

o//tJ

Race

Caucasian

6

100

2

JJ

Age Range
30-39
40-49
50-59

'l 'l

t7
J

50

Married

4

66

Separated

I

l7

Co-habitating

I

t7

Signifi cant Relationship

Children
1

Adult (out of home)

J

50

Joint custody (weekends)

1

t7

Partner's child (regularly)

I

17

Children at home

1

t7

?6

Age Sexual Abuse Occurred. Treatment Experienced, and Current Dia-gnosis and
Medication
The majority of participants (5 out of 6) were sexually abused in childhood and
adolescence. One participant was sexually abused when she was an adolescent and one
as a child and an adult (see Table

4.2a). All but one had experienced mental health and

substance abuse treatment. One had experienced only mental health treatment. Most

participants (4 out of 6) were diagnosed with depression. Although the majority

of

participants (5 out of 6) had been previously diagnosed chemically dependant. only half
had this diagnosis at the time of the interviews for this study. Two were diagnosed with

bipolar disorder, two with post-traumatic stress disorder, one with anxiety disorder. one

with eating disorders, one with insomnia, one with borderline personality disorder. one
with dissociative amnesia, and one with anti-social personality disorder. Medications
that participants were prescribed at the time of the study interviews were one with
Prozac, three with Paxil, one with Amitriptyline, two with Wellbutrin, one with Lithium,
one with Zoloft and one

with Zyprexa

(see Tab\e 4.2b).

Table 4.2a

Age Sexual Abuse Occurred

N

%

chitd

5

83

Adolescent

4

66

Adult

1

t7

27

Table 4.2b
Treatment Experienced. Current Diagnosis and Medication

N

o/
/o

Mental Health

6

100

Substance Abuse

5

83

(in the past)

5

83

(time of study)

'|

50

Depression disorders

4

66

Bipolar disorder

/-

J-)

PTSD

2

JJ

Anxiety disorder

1

17

Eating disorders

1

t7

Insomnia disorder

I

t7

Borderline Personality

1

17

Dissociative Amnesia

I

17

Anti-social Personality

I

17

Treatment

Diagnosis

Chemically Dependant

.)

1-')

i8
Medications
Paxil

J

Prozac

50
17

Lithium

1

Amitriptyline

17
17

Wellbutrin

2

JJ

Zyprexa

I

t7

Zoloft

1

17

Education and Employment

Five of the participants had a high school diploma and one had a GED. Three
participants had post-secclndary education. One had a degree from a training ilrogram for
substance abuse counseling. This training was an intensive one-year program. Two

participants had degrees from a technical college. One was a one-year degree for childcare services and the other was a two-year degree in culinary arts.

At the time of the

interviews the participants had various types of employment. One participant was a parttime substance abuse counselor, one was a full-time cook, one was a full-time home
health care provider, one was on Social Security disability, one was a part-time respite

provider and volunteered with persons with traumatic brain injuries, and one worked as a
laborer full-time in a window factory (see Table 4.3).
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Table 4.3
Education and Employment
ry

o/
/o

High School Diploma

5

83

GED

I

17

Technical College

2

Specialized Training

I

t7

Service positions

5

83

Manufacturing

I

t7

Education

Emplo yment

Sumlnary
The six participants in this study were Caucasian women with an age range of 30

to 56. They all had significant relationships with men and had either adult or school age
children in their lives. Most participants were sexually abused in childhood and
adolescents and one was also sexually abused as an

adult. At the time of the interviews

all participants but one had a mental health diagnosis and half had a substance abuse
diagnosis. Five of the six participants had, at some time been diagnosed with substance
abuse. Only one participant was not, and had not been, prescribed any medications. The
other five had one or more prescription medications that they were taking at the time
the interviews.

of
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All

the participants had a high school level of education and three had one-vear or

two-year post-secondary degrees. There was great variety in the types of employment
engaged in by the participants of this study. However. five of the six participants were

employed as service providers.

Common Themes
Throughout the interviews participants presented several common themes. The
themes are categorized as issues treatment might address, treatment experience and
suggestions for treatment. Within these categories various topics include symptoms.
obstacles, various types of treatment experienced, problems in treatment. and the ideal

treatment. These women had several similar symptoms and some similar obstacles to
treatment. Although the treatment experiences varied throughout, there were several
corunon types of treatments experienced. Problems in treatment varied a great deal with
the philosophy of the two treatment systems, training and communication being the

problems most often mentioned. Several treatment characteristics were considered most
effective.
Issues Treatment

Mi ght Address

The most common issues presented by the WSSA with SA who participated in

this study were: trust, low sexual desire, difficutty with intimate relationships, depression,

low self-worth, isolation, anger and substance use or abuse due to feelings about sexual
abuse.

In all six interviews trust and intimacy were the first problems mentioned by
participants when asked what issues arise as a result of sexual abuse and substance abuse.

"lntimacy is the biggest one. Being in any type of intimate relationship - letting people
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get too close" (Pam).

" One of the main issues surrounding the sexual abuse is the issue

of trust. It took me a long time to learn to trust. actually l6 years of recovery before I'm
able to do that" (Katherine).

Another very frequently mentioned (4 out of 6) problem was lack of sexual desire.

"I've

been with my husband now seven years. and the bedroom scene.

it sounds stupid.

but the bedroom scene is not what it should be. Normal. it's not. I'm still constantlv
questioning him. I don't want him to see me. I don't want him to see the scars frorn the
burns when I was sexually abused. He doesn't care that I say maybe once a month"

(Michelle). "I would have to say the biggest issue that still arises regarding the sexual
abuse would be my lack

of desire for sex with my husband" (Cynthia). "I'm not

interested in men. It's just something I can live without" (Hannah).
Depression was found to be a difficulty with most of the participants. Five of the

six women interviewed were taking prescription medication for depression. Low selfworth was also mentioned many times during the interviews. "A hard time came when I
had to accept the fact that he loved me, and that was incredibly hard. cos I

that I was lovable..." (Katherine).

't I loved

didn't believe

my animals more than I loved myself or my

kids" (Michelle).
Half of the six participants stated that isolation was a concern when working
through the feelings from sexual abuse.

"I was isolating all the time, not wanting to

socialize at all with friends or anybody" (Cynthia). Half also stated that anger was a

problem for them; that anger was not something they felt they could allow and when they
did allow it, it seemed out of control.

J

AII the participants stated that

a

very difficult part of their lives was that

vn'hen

they were feeling the feelings of deep emotional pain due to the sexual abuse. they
wanted to use alcohol or drugs.

while" (l.Jan).

"lt almost

became a goal to never quite get sober. for a

"l haven't used drugs since 1988. I haven't

drank for probably'about a

year. I still wish a lot of times that I could still use them. I've gone to taking m.v meds
more than I'm supposed to. I'm addicted to my meds" (Michelle). "There is a correlation

of how the sexual abuse affects...wanting to drink to run away from the thoughts of the
sexual abuse feelings. They are connected" (Parn).

Wanting to use alcohol or drugs when experiencing the emotional pain from
memories of sexual abuse was also mentioned by most participants when asked about
obstacles to successful treatment. Other obstacles varied a great deal among the

participants. The most common mentioned, also relating to wanting to use alcohol or
drugs during painful times, was feeling insane at times.

Half the participants discussed how they felt "insane" when going through the
feelings of sexual abuse. They experienced self-doubt and confusion. One participant
explained,
The only problems and I don't know if they were problems cuz I think it is part
the process in getting better. It's just that bringing up all the feelings and stuff
that you have repressed for so long and then you have to go through it and live
through it and then you have flashbacks of it and you question your sanity a lot

of

(Cynthia).

Another described it,
Mental health (counseling) would bring up issues and would take me back to
memories of pain and all that was associated with it and so I wanted to drink, I
wanted to use, I wanted to escape that pain. The AA program said no you can't
drink, you got to go and feel those feelings, but then get rid of them, work through
them. I didn't know how to work through them, I would say how, how, how?
That was a time when I felt really insane (Katherine).
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The third participant who felt this way stated,

Everything became an effort to put forth the right - to still be socialll,' acceptable
in my mother's and family's eyes...l was going inside m.vself much more. Prior
to that (rape) I'd say I'd been able to say what I want and cr1' r,nhen I ,wanted to...
I was allowed and encouraged to be the person that I rn as and so um for vears
there 1 'as a real sort of split going on inside and being very afraid that someone
would find out that I w'as crazv. I didn't knorln'that I was addicted. I just f'elt that
there was something terribly wrong and they may find out." (Nan).

Although stated by two or less participants each, some other significant obstacles
were: lack of funding for treatment and county contracts dictating which providers were
available to clients; family members not believing the sexual abuse happened; finding
mental health or substance abuse providers that actually addressed what the clients' needs
were at the time; finding providers that get to the heart of the matter; being court ordered

to attend AA and substance abuse counseling; and. providers not being available for
emergencies.

Treatment Experiences

Most of the participants of this study had experienced two or more forms of
treatment and/or support groups. One participant had been in mental health therapy only
and went to al2-step woman's support group once. Many of the experiences

of

participants were described in similar ways. The problems in treatment and support
groups tended to be of a philosophical nature, a communication problem between

providers or a lack of versatile training of providers.
Groups were attended by most of the participants of this study. Generally there
were two types of groups, either 12-step based or facilitated groups focusing on mental
health and sexual abuse issues. Various types of 12-step support groups were mentioned

in the interviews. Some groups attended included: traditional Alcoholics Anonymous
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(AA) with women and men in attendance, women-only l2-step based support groups,
Adult Children of Alcoholics (ACoA), Alanon for partners of alcoholics. and Over eaters
Anonymous. Of the l2-step groups mentioned, only AA and women-only groups were
discussed at any length.

All of the participants. who attended groups (5 out of 6). attended AA. Of these
five participants, two reported that they were not able to address sexual abuse at the AA
meetings. "ln the (AA) program they would say use this step. use that step, go to more
meetings, don't feel sorry for yourself. So I always came away feeling like I wasn't

working the prograln, if I could only catch on, I would get better" And for me. a lot of
times I would come away feeling more conflicted than I had before" (Cynthia).
Three participants reported that the AA program is a vital part of their lives.
use

"l

it in all of ny life, not just addressing my particular addiction'' (Nan). The precepts

of the l2-step programs were considered to be useful in all of life including dealing with
sexual abuse.

" Thel2-steps aren't just something you

can refer to now and then,

it

becomes your way of living, your way of thinking, your way of being" (FJan). However,
one of the three who reported this satisfaction with the 12-step program had only been
able to discuss sexual abuse in women only

AA meetings.

Four of the five women who participated in 12-step groups had attended 12-step
based support groups for women. Three had previously attended a group called

Recovering Women. This group was based on the l2-steps, but was not affiliated with

AA. Any women could attend for any reason. "There is a woman's group that is open to
all the disorders, eating disorders, depression, it doesn't matter, anything. We are not
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even

AA affiliated because that would

we use the l2-steps as the basis of

it"

be against the principals of

AA. the traditions. but

0.Jan).

Three of the participants had also attended ACoA meetings. tr.vo had attended

Alanon, and one attended Over-eaters AnonJ-mous. None of these groups were attended
at the time of the interviews and little discussion \4,as given to them

Groups that were facilitated and focused on mental health and sexual abuse issues
were attended by half of the study participants. Both these groups were psychoeducational in nature, however, one was facilitated by a volunteer and gained participants

by word of mouth and the other was conducted by a mental health professional at a
private non-profit agency.

Two of the three women who participated in these groups were very happy with
the

-,

olunteer facilitated group. As one participant described it,

I was in a group specifically for adult women who were sexually abused as
children. That group was wonderful because the women who led the group
somehow knew that we needed to take responsibility. She had worksheets and
handouts and held me accountable and she would say to me. now write your story
in detail and tell me how you feel and understand that it is okay to feel whatever
you feel. Somehow by her request, actually insistence. I got down to a point
where I had to go deeper than any therapist had taken me- into the realm of
feelings. This woman was a survivor of sexual abuse herself and I believed that
she started the group because she knew that she wanted to offer to people what
she herself didn't get in therapy. Thank God for her wisdom because it is what

life. I'm not sure I would still be sober if it wouldn't have been for her
saying. you've got to go as deep as the pain is, if it is a mile deep you got to go a
mile, if it is ten miles you got to go ten miles. It was hard, it fett scary but it went
quicker than I thought it would and the relief afterwards was amazing. I was
released from that bondage and the chains of self-doubt and low self-esteem
(Katherine).
saved my

The participants of the volunteer facilitated support group reported that the best
things about the group were that "we got to the heart of the matter" (l'Jan) and that they
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learned "there are proper ways of dealing with

it" (Katherine). Both parlicipants

stated

that they thought the woman who led the group was exceptional and that people "of her

caliber" [i.Jan) would be hard to find.
Two participants reported that the group for sexual abuse survivors that

r,r'as led

by a therapist at an agency was helpful and supportive. "In the group I felt more on a
even level with all the other people and it was very supportive to hear them talking about
the same things that I was going through. So I wasn't crazy" (Cynthia).
The study participants that did not attend groups for mental health and sexual
abuse issues stated that they were not ready

to. "Maybe when I feel more confident I'll

try a group again" (Hannah). "Maybe later when I have more trust in people" (Michelle).
Two of the three women who were not ready for this type of group said that they thought
groups should always have a or facilitator.

"I 'will never attend a group that is not led by

someone who knows what they are doing" (Hannah).

Another aspect of treatment is inpatient treatment. Most of the study participants
had experienced in-patient substance abuse treatment. Three of these five women

reported that the sexual abuse was addressed to some degree while they were in

treatment. One participant experienced in-patient mental health treatment. She reported
that she had been in hospitals and foster homes throughout her childhood and
adolescence and several times in her adult

life. Her feelings about these

experiences

were negative. Not only did she feel that neither sexual abuse nor substance abuse was
addressed, she reported being medicated and left in her room, that no one came to get her

from her room and that she felt like a guinea pig for the doctors prescribing medications.

At the time of the interview this woman had not been in a hospital for two years.

1'l
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The last type of treatment experienced by participants of this study was one-toone counseling in both mental health and substance abuse treatment at outpatient

agencies.

All the participants

had experienced one-to-one mental health services at some

point in their lives and half were participating in it at the time of the interviews. Half the
participants had experienced one-to-one substance abuse counseling and one was

participating in it at the time of the interviews.
Some of the experiences in mental health counseling described were positive and
some were negative. Some positive experiences included being able to talk about

anything, personal attention, feelings being normalized, understanding and working on
issues that need attention at the time, and a better understanding

of feelings was gained.

Some negative experiences that were mentioned were that there was no closure. not being

shown how to work through feelings, no consideration of the substance abuse issues, ar.J

instruction that was contrary to substance abuse counseling (see Table 4.4).
Just as some of the experiences in mental health therapy were positive and some

negative, so too were the experiences of substance abuse counseling. Some of the

positive experiences that occurred were learning to be responsible for self and learning
about the nature of addiction. Some negative experiences in one-to-one substance abuse

counseling were that it was too vague and not deep enough, providers refused to discuss
sexual abuse issues, and that some problems due to sexual abuse were not seen as such,

but rather seen as non-compliance or denial (see Table 4.5). More problems reported by
participants will be presented later in the findings.
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Table 4.4

Mental Health Treatment Experiences
Positive

Negative

feelings

Table 4.5
Substance Abuse Treatment Experiences

Positive

When asked

Negative

if

sexual abuse was addressed when in counseling for substance

abuse and vice-versa, cross over between the services did

exist. Most of the participants

stated that their mental health counselor did address substance use in mental health

treatment. Most participants also stated that mental health was addressed in substance
abuse treatment. The difference lies in the setting of treatment. The women who

experienced the sexual abuse issues being addressed in substance abuse treatment were in

j9
an in-patient setting. The women who reported that the substance abuse was addressed in

mental health counseling experienced this in a one-to-one outpatient setting. Of all the

providers seen by participants over a period of several years, only two providers were
certified in both mental health and substance abuse counseling.
When asked to describe the consistency between substance abuse and mental
health treatment, the women in this study who participated in both types of treatment (5
out of 6) described little cohesiveness and more conflict. One participant had a very
cohesive experience with two professionals at the sarne agency. She described getting
the personal attention she needed and the benefit of the two providers consulting one
another regularly.

They work together with me. If they want- if (the substance abuse counselor)
wants (the mental health counselor) to bring something up in a mental health
session, he will talk to the other and if it is agreed I am reaCy, he'll bring it up.
and vice-versa, they work together with me. I also like the fact that it's all at one
place because if one has a question for the other, it's not anything to go down the
hallway and say h*y, I've got a question, instead of waiting to receive a phone
call, waiting for the person to get back to you. If they didn't have that, they'd be
assuming things" (Michelle).
One participant stated that she felt that one way in which the two treatment
systems were the same had to do with acceptance.
and mental health

"With both substance abuse recovery

it is trusting my higher power and accepting the feelings

emotions and not running away from

it"

-

the

(Pam).

The conflicts between the two treatment services that participants reported were

mostly philosophical in nature. Some other conflicts described involved communication
and training. Two participants mentioned three of the conflictual issues and the remaining

conflicts were presented each only one time by different individuals.
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Two participants stated that they thought the philosophies of the two treatment
systems were at opposite ends of the spectrum and many concerns shared by all

participants lead to philosophical differences. Examples of this are listed in Table 4.6.
Table 4.6

Philosophy of Two Treatment S ystems
Mental Health Philosophy

Substance Abuse Philosophy

circumstances and not so much the

individual.

issue.

substance abuse counselor'

health issues.

s

mental health counselor's instruction.

instruction.

substance abuse.

not coming to an appointment because

of anxiety as non-cooperation with
counseling.

(Michelle, Katherine, Cynthia, Pam)
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Communication issues between treatment providers were also a concern for
participants, A couple of the participants mentioned that when seeing two different
treatment providers, the participants were able to "bullshit" them.

"l could go in and see

her and talk to her about one thing and then go and bullshit the other one. They never
knew the difference. I would tell one counselor one thing and another counr*,o, another

thing that wouldn't match. I was able to BS my way through anything" (Pam). Another
concern brought to the interviewer's attention was that when seeing two different

professionals there seems to be a high degree of misunderstanding or assumptions taking
place.

The last conflict or concern stated by a participant was that neither substance
abuse counselors nor mental health therapists knew enough about the opposite treatment.

"I had two different

substance abuse counselors tell me that they couldn't help me with

my mental health issues. One said, I think you need mental health help before I could
even help you with your alcohol problem. That is the worst thing you can ever say to
somebody, I can't help you" (Michelle).
Suggestions for Treatment
The most effective treatment approaches for WSSA

with SA perceived by the

participants of this study were identified. The characteristics of treatment that were
considered most effective were having a sense of trust with the providers, a preference

for one-to-one services, counseling that encouraged addressing deep feelings, acceptance
of emotional pain caused by sexual abuse, and counseling that holds clients accountable
for themselves and their own behavior. The participants were split down the middle
when it came to the type of treatment that would be best. Half stated that they would

.+l

prefer having one provider who had training in mental health and substance abuse. The
other half of the participants preferred having two providers, one substance abuse
counselor and one mental health counselor, who were in regular consultation with each
other and in constant cooperation.
A11

of the study participants insisted that having a sense of trust was very

important for successful treatment. "The most important thing to me is being able to trust
a counselor.
a

I need to know that I can say stuff that's bothering me" (Hannah). Trust in

relationship with a treatment provider would enable the women to experience safety

and stability.
Four of the study participants favored receiving one-to-one services. They felt it
was necessary to have more personal contact with a treatment provider and receive the
attention that the issues required. Ivlost of the participants also said it was necessary to
have a provider who encouraged addressing deep feelings. "For most alcoholics the
reason why they drink is to run away from their emotions but

if you deal with them with

someone then you don't have to run and then chances of relapse are slim" (Pam).

Another participant stated the following,

I think one of the saddest things that happened through all the years of counseling
I had with the incest issues was no one asked me details, no one did. I mean
explicit details. It is easy to say my stepfather had sex with me, that's not hard to
say after awhile. What would have helped me a lot more and a lot quicker was to
get in touch with the pain. The reality is to go to complete and honest detail with
someone that you trust. I would say I'm a victim and my mind would take me
back to the details to the actual fact, but I never told anybody about it. In all the
counseling I never had a chance to do it" (Katherine).

Acceptance of the pain caused by sexual abuse was identified as an essential part

of successful treatment by half of the participants. "f've always known what happened, I

{1
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just didn't know how much it affects me. I'm learning that I need to accept the pain of
the sex abuse, but I need to be careful of the depression too" (Hannah).

Half the participants declared that counseling that holds individuals accountable
for their own feeling and actions was vital to the recovery of that individual. '.Unless
people really desire a wellness

-

to change, they just aren't going to bother. Thel' play

around for whatever reason but they won't make it until they are really willing to put

forth the effort" O,ian). "The responsibility was mine too, to feel the feelings. to share the
feelings, to share everything. In mental health therapy I didn't do that much. In fact
when I was in mental health therapy I went to ACoA meetings looking anywhere I could

to blame my rotten life on my parents. Of course it was easier to blame it on my parents
than to be responsible today" (Katherine).

Half of the womer in this study stated that they would prefer having cne provider
who had training in mental health and substance abuse. These women claimed that this
would still have the quality of being personal while being able to address both sexual
abuse and substance abuse issues. One participant who was seeing a provider that had

certification in mental health, substance abuse and gambling addictions reported, "What
makes

it ideal is the one-to-one personal contact, you're not just

a number, she shows a

lot of concern and she works on the issues that I need to work on at the time. Addressing
all the issues with one person you get that relationship" (Pam).
Two of the three women preferring one provider with training in both areas
expressed concern that they didn't think

it is realistic to expect to find providers such as

this in the northern rural areas of Wisconsin. "You know perhaps there are a few people
who could really do justice to the whole picture. I would almost think that up in this neck
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of the woods that cooperation betweenthe two specifics might be more useful. but I do

think there are a few people of that caliber" (Nan).
The other half of the participants preferred having two providers. one substance
abuse provider and one mental health provider who were in regular consultation

each other and in constant cooperation. One participant stated that

with

it would still be

necessary for the two providers to have training in the opposite field and one participant
stated that she favored the two providers be at the same agency so that there is instant

accessibility between providers.
Some participants claimed that they felt that the two individual treatment systems

were necessary because each had expertise. "You can't expect people who know about
alcohol and drugs to know what sexual abuse is about so I don't know how I would mesh
the

two" (Cynthia).
Summary
Chapter four began with participant characteristics. Then common themes from

participants' responses were identified. The next chapter concludes this study with a
description of how the research questions were answered through this study, a discussion

of the interview findings and literature review and a presentation of the strengths,
limitations and implications of this study.
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CHAPTER V: DISCUSSION AND IMPLICATIONS
Overview
Chapter five begins with a discussion of how the research questions w,ere
answered followed by a discussion of the findings related to the literature revierv. A

presentation of the study strengths, limitations and implications for practice and future
research conclude this chapter and this study.
Research Questions

The subjective participant reports of treatment experience from the interviews in

this study were not generalizable to the entire population of WSSA with SA. However.
these reports do shed light on what current types of treatment received were found most

helpful for and best suited to the six women that volunteered to be interviewed.
Research question one asked what treatment services currently offered are best

suited for women survivors of sexual abuse with co-occurring substance abuse? To
answer this question the participants were asked to describe problems or symptoms that
arise in their lives as a result of the two phenomenon. They were asked to describe
services they had received and when involved in either treatment system, did either

mental health providers or substance abuse providers address the opposite issue during

treatment. The last question relating to research question one that was asked of the
participants was what would the most effective treatment for women experiencing both
phenomenon consist of,

Of the variety of treatment experienced by these six women, most of the
participants who received one-to-one services stated that the mental health counseling
that they received was more beneficial than the substance abuse counseling for
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addressing both issues. More participants preferred facilitator led support or therapy

groups over 12-step groups. However. the l2-step based groups that were for women

only were preferred over the groups with both women and men in attendance. While
most participants had experienced inpatient substance abuse treatment in r,r,hich sexual
abuse was also addressed, only one said it was very helpful.

Overall, of the treatment services currently available to the women who
participated in this study, services that offered one location or one person that addressed
both issues was found most helpful. Groups that were specifically for women. whether
they addressed substance abuse or sexual abuse, were also found to be best suited to these
women
Research question two asked what changes,

if any,

are needed to improve current

treatment? To answer this question the participants that had experienced both mental
health and substance abuse services were asked to describe the consistency between the

two services; what was cohesive and what was conflictual. The participants were also
asked to describe obstacles to useful treatment.
Changes needed in current treatment services that were presented by the

participants were that professionals needed to be more proficient with both the mental
health and the substance abuse issues that these women face. There seemed to be a gap
between what the two systems were offering individually. It was suggested that service
providers in each system needed to gain knowledge of the other phenomenon. Providers
were knowledgeable in their own field, however, participants stated that most providers

in either system were not very open to learning about concerns that were not familiar to
them.
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Overall, the changes that were suggested by the participants of this study were
that all treatment providers gain knowledge of the area in which they were not proficient.
The two options suggested most useful, the most often, were treatment either by one
person becoming educated and certified in both areas or by open and regular cooperation

between providers from both treatment systems.
Discussion

In most instances the findings from this study coincided with themes from the

Iiterature. Symptoms, various obstacles, problems with treatment, and suggestions for
treatment are discussed below. There was one theme from the interviews that did not
surface in the literature. The interview participants criticized treatment providers for
issues of professional commitment. These concerns were openness, addressing current
needs, and getting to what mattered. None of these concerns were approachecl in studies

from the literature reviewed for this study that either explored treatment models or
reported on the problems and symptoms of this population.
Symptoms
The most common symptoms that arose for the participants of this study were

trust, low sexual desire, difficulty with intimate relationships, depression, low self-worth,
isolation, anger and substance use or abuse due to feelings about the sexual abuse. Other
symptoms reported were fear, anxiety, over-eating, flashbacks, nightmares, and feelings

of shame. All of these symptoms were found in the themes of the literature and were
pointed out as cortmon concerns for WSSA with SA. Another symptom found in the
literature that was not found in the interviews was dissociation. Although the participants
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did not specifically mention dissociation, some of the other symptoms they reported are
related to dissociation such as addictions to various substances or food.
Obstacles
Obstacles to effective treatment varied a great deal among the participants. The
source of the obstacles also varied. The majority of obstacles reported by the women in

this study were of a personal nature or related to the symptoms they had experienced.
However, some obstacles that were of additional interest related to characteristics of the
treatment providers and the groups, differences between the two treatment systems and
social systemic issues.

of

The most common personal or symptomatic obstacles related to the dual nature
the participants' problems. The literature clearly states that WSSA with SA have more
severe problems than women

with either one or the other (l.Jajavits et al., 1998) and that

WSSA and SA symptoms appearto be strongly linked (Najavits et al., Ig97; Briere,
1991).As one interview participant stated, "You've got two things coming at you from
different angles" (Cynthia).
The obstacles from the interviews were, wanting to use alcohol or drugs during

emotionally painful times and feeling insane or questioning one's sanity at these times.
Half the participants discussed how they felt "insane" when going through the feelings of
sexual abuse. They experienced self-doubt and confusion. The presence of sexual abuse

or other traumas has been reported in the literature as associated with the development

of

substance abuse. It may reflect an attempt to "self-medicate" the suffering experiences

(trlajavits et al., 1997; Briere, 1992). "Self-medicate" is the same term the majority

of

study participants used. In the treatment suggested for WSSA, part of the healing process
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is believing the abuse was real and restructuring thinking and distorted beliefs that had
been caused by the abuse (Briere. 1991; Quina

& Carlson, 1989: Courtios, 1993; Bass &

Davis, 1992).
More obstacles included the participants' unwillingness to accept feelings. the
participants' unwillingness to do what was necessary to heal. and difficult,r* u,ith intimate
relationships. While some of the interview participants indicted that the unwillingness
was "denial," others indicated that

it was a symptom of sexual abuse such

as fear

of the

painful emotions, flashbacks and fear of the unknown. Literature addressing the concept
of denial only appears in the literature concerning l2-step models of recovery from
substance abuse.

It is not affirmed in literature addressing sexual abuse survivors.

Literature addressing the co-occurrence of WSSA with SA is limited due to its relatively
recent nature. Intimate relationship concerns are included in all of the recommended
processes for treatment for WSSA found in the literature (Briere, 1991; Quina
1989; Bass

& Carlson,

& Davis,1992; Davies & Frawley, 1994; Courtois,1993; Courtois,

1997).

Both the literature and the interview participants concur that from the perspective

of WSSA with SA, symptoms of sexual abuse are a common trigger of substance abuse
and substance abuse does, in turn, heighten the painful symptoms of sexual abuse
(l.,lajavits et al., 1997).
Problems with Treatment
From the interviews, problems with current treatment related to characteristics
the treatment providers, characteristics of the groups, problems between the two

treatment systems and social systemic issues.

of
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Treatment providers and groups
Problems related to characteristics of the treatment providers were. difficulty

finding treatment providers in either field that addressed what the client needs were at the
time, providers getting to the heart of the matter, and an unwillingness of treatment
providers to look into areas that are not their expertise and ask for help. Problems related

to groups were the attendance of men and the 12-step precepts not always being
conducive to sexual abuse issues.

While an unwillingness of treatment providers to explore areas that are not their
expertise is an issue of treatment philosophy and systemic differences, it is also a lack

of

individual openness on the part of the providers. This obstacle and the others mentioned
above, addressing clients' needs at the time and getting to the heart of the matter, were
serious concerns of many study participants, yet

it was not addressed in any of the

literature explored by this author. These issues seemed to be a matter of professional
commitment and were not addressed in studies either researching the best treatment
models or studies reporting on the problems and symptoms of this population.
The problems related to groups, co-gender attendance of Alcoholics Anonymous

(AA) and the l2-step precepts not always being conducive to sexual abuse issues, were
common to both the literature and the interviews in this study. Some participants agreed

with this participant, " You can't expect alcoholics or addicts to know what sexual abuses
is about" (Cynthia), while others felt the 12-step precepts were helpful in dealing with
sexual abuse. However, the interview participants concurred that whether a group was
based on the l2-step model or not, groups that included men were not helpful in dealing

with sexual abuse. This was clearly

a

problem because it is vital that WSSA be able to
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discuss the issues specific to sexual abuse in order to deal with the substance abuse. In

mixed gender groups this was not possible.
Much literature addresses the need to move beyond. or out of, the 12-step
recovery model (Peele, 1989: Peele & Brodsky, 1991: Bewley. 1995; Schmidt. 1996:

Kirkpatrick, 1989; Trimpey. 1989: Peele. 1989; Westermyer, 1996). It is suggested that
an addictive life-style is developed from an accumulation of patterns in a person's life.

From the literature, various alternative cognitive models are recommended (Peele. 1989:
Peele

& Brodsky, l99l; Westermyer, 1996). However. the participants whom

agreed

that 12-step models were not best were not sure of an alternative solution. This may be
due to these participants not being exposed to other group options.

The participants of this study concurred with the literature that suggested
programs need to focus on issues specific to women, they need to consider broader issucs

of dependency in women, and to consider the impact of chaotic interpersonal
relationships. The interviews and literature concur that programs should address
empowerment. individual goals, broadening interpersonal networks, and enhancing
assertiveness and communication skills (Fredericksburg, 1998; Nelson-Zlupko,

Kauffrnan & Dore, 1995; Wald, Harvey & Hibbard, 1995; Ramlow, White, Watson &
Leukefeld,

19971, Hagan

& Fimmegan,

1994).

Problems between treatments systems
The major themes found in this study and themes from the literature concerning
treatment problems coincide. Common themes found in both the interviews and literature
were philosophical differences, communication between providers. and provider training.
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This study shows that half the participants agreed with the results of a study
conducted by Hshieh and Srebalus (1997).

It found that most psychologists and

substance abuse treatment providers reported parallel treatment as satisfactor). or better.

Both the Hshieh and Srebalus (1997) study and this study show that for those reporting
parallel treatment as not effective, one of the first reasons given was incompatible
philosophies and approaches between the two groups of providers.
Of the philosophical differences found from the interviews (listed in table 4.4),
three were related to providers ignoring what was important in the other treatment

system. Ignoring the other issue completely, giving contrary instructions and possessing
different priorities all pointed to the differences between the two treatment systems. In
the literature it states that substance abuse treatment programs have been criticized for

ignoring individual characieristics and needs of clients, that the treatments coilrmonly
used are deficient in dealing with the underlying problems of each client (Hshieh

&

Srebalus,1997 Galanter, 1986). On the other hand, mental health providers have been
criticized for not fully appreciating substance abuse and actually playing into the clients'
substance abuse (Thase, Edelstein

& Herrsen,

1990).

Philosophical differences found in the interviews, but not specifically stated in the
literature were, where responsibility lies, the length treatment should be and how

emotionally deep service providers should go with clients. A difference found in the
literature and not reported by participants was the issue of whether controlled drinking or
complete abstinence was the preferred goal for clients (Hshieh

& Srebalus, 1997;

Michigan Comnet, 1996; Peele & Brodsky, 1991; Peele, 1985; Fingarette, 1988;
Westermyer, 1996).
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Although Young and Grella (1998) reported that collaboration did occur between
the two systems and stated that this seemed to be only information sharing and

coordination of services. most participants of this study said that communication of any

kind was not very good between providers. It seems that the providers of treatment for
the women in this study operated very independently of one another. The exceptions

were when a participant received services for both issues with one person or w,hen two

providers at one agency were in cooperation with services.
In light of the differences previously discussed here, it is likely that the poor
communication and collaboration is due to philosophical issues. Another possible
explanation is that in the rural setting treatment providers are in direct competition to

provide client services to a limited number of people in need.
Social sl'stemic issues
Concerns from the interviews of this study due to systems outside of the two
treatment systems were, being court ordered to attend AA and substance abuse
counselitrB, a lack of funding for counseling and county contracts dictating which

providers were available to clients, and providers not being available for emergencies. In
the literature societal attitudes and stigma surrounding mental health and substance abuse
were presented as major challenges for successful treatment (Young & Grella, 1998;
Peele, 1989).
Suggestions for Treatment

The most effective treatment approaches for WSSA with SA perceived by the
participants of this study were having a sense of trust with a provider, a preference for
one-to-one services, counseling that encouraged addressing deep feelings, acceptance

of

5.t

emotional pain caused by sexual abuse, and providers that hold clients accountable for
themselves and their own behavior. Most of these characteristics of effective treatment
are discussed in the literature and are an assumed necessity for the process of treatment

(Briere. 1991; Quina & Carlson. 1989; Bass & Davis.1992: Davies & Frawley. 1991:
Courtois, I 993: Courtois, 1997),
The interviews showed that two approaches to treatment would be best.
Preference for both, I ) one provider whom had training in mental health and substance
abuse, and 2) two providers, one substance abuse provider and one mental health

provider whom were in regular consultation with each other and in constant cooperation.
was expressed. While it is understood in the literature that new approaches for treatment
need to be addressed, the best way in which to do this is not agreed

support integration of programs ((Young

upon. Some authors

& Grella. 1998; Hshieh & Srebalus. 19g7;

Jerrel, 1996; Thase et al.. 1990) while others insist that specialized treatment specifically
designed for WSSA with co-occurring SA are needed (Najavits et al., I 9g6; Briere,
1ee2).

Another common theme found in both the interviews and literature is the concept
of creating treatment that is specific to women's needs. The literature shows that among
providers of substance abuse counseling and groups there are many programs being
developed to address this need (Fredericksburg, 1998; Nelson-Zlupko, Kauffman &

Dore, 1995; Wald, Harvey & Hibbard, 1995; Ramlow, White, Watson & Leukefeld,
1997; Hagan

& Fimmegffi, 1994). However, few

for WSSA with SA (Irlajavits et al., lgg8).

so far have been created specifically
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One of the problems with treatment is that mental health treatment providers and
substance abuse treatment providers lack knowledge of the opposite

field. Surfacing in

the interviews and in the literature is the topic of provider training. Many participants
stated that the providers of mental health and substance abuse treatment needed to learn

from each other to understand the other issue not addressed by that specific provider.
The literature shows that the differences between the treatment systems was one of the
biggest barriers to better treatment and that training was a solution (Young
1998; Hshieh

& Srebalus, 1997;

& Grella.

Jerrel, lgg6; Thase et al., 1990).
Strengths

The strengths of this study are the richness of the qualitative information and the
depth that is obtained through interviews. Qualitative research and depth interviewing

probe beneath the surface and provide a holistic understanding of the participants' point

of view. This process gives the researcher the window on things that otherwise would
not be observed in a quantitative study such as feelings, thoughts and meaning that is
attached to various aspects of a person's

life. The inductive nature of qualitative

research

places the women volunteers of this study in the driver's seat. With only an interview

guide for a list of issues to explore, the themes in this study emerged from the

information these women shared.

Limitations
The limitations of this study are related to generalizability, design, and personal

bias. First, although qualitative research is not designed for generalizability, the
situations, perceptions and experiences of those who volunteered to participate may not
be reflective of those who chose not to participate in the study.
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Second, by design this study has potential for error. Although all attainable
sources were consulted" the
accessed due to

full body of literature concerning WSSA with SA was not

limits such as geographic location and limited funding of the researcher.

Due to face-to-face interviews the particpants' perceptions may have been affected

b1,

social desirability. Obtaining volunteers through specific agencies may have

inadvertently caused bias in responses to interview questions due to the type of service
offered by the agency from which services were obtained.
Lastly, due to a limited population in the rural setting of this study the researcher,
having known some of the participants from past employment and other common
experiences, may have caused bias. The researchers own personal experience with the

phenomenon of WSSA with SA issues and experiences from past mental health and
substance abuse treatment may have biased the analysis.

Implications
Practice
The findings from this study can provide information on the perceptions of WSSA

with SA. This infonnation may be useful to social workers and counselors who work
rn'ith this

population. Concerns brought out in the findings from this study related to

characteristics of the treatment providers and of groups and problems between the two
treatment systems indicate a need for flexibility in treatment services and philosophical
perspectives.
Because the volunteers of this study stressed the importance of having one-to-one
service providers that have qualities such as trustworthiness, depth, acceptance and whom
stress personal accountability;

it is vital that these qualities not be assumed. It

seems
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clear that the literature does not specifically address what the best personal characteristics

of providers should be. however, the psychodynamic framework used to treat WSSA
does address the need for providers to consider the inner experiences of the client in order

for her to heal from sexual abuse. The perception of those interviewed showed that the
above listed characteristics might actually be lacking in some of the providers that have
served these women.

It is the conjecture of this

researcher that providers of treatment for

WSSA with SA may be under an exceptional amount of stress due to the nature and
intensity of the issues that are covered with clients. Therefore, it is recommended that
providers explore what role counter-transference and vicarious traumatization may have
on their practice. These phenomenon can have a pervasive impact on the service

provider who does trauma work (Perlman & Saakvitne, 1995) and therefore deserve a
close examination.
The findings from this study and the literature reviewed both found that the
characteristics of groups that were found to be most useful were groups that were specific

to women's issues. While it is not clear that the l2-step precepts were always conducive
to sexual abuse issues, it is clear that it is vital that WSSA be able to discuss the issues
specific to sexual abuse. In mixed gender groups this was not possible. This information
suggests that when

it comes to groups, women survivors of sexual abuse with co-

occurring issues of substance abuse may need a variety of options. What is helpful to
some is clearly not helpful to all.

The interviews and literature showed that two different approaches to treatment
were preferred. Cooperation between providers from both mental health and substance
abuse treatment systems or one provider or program

with expertise in both systems were
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presented. These results imply that there is no one best way to approach treatment for
this population. It is probable to infer that there is a need for both treatment systems to
each develop a better understanding and working relationship between the providers

of

the two systems.

It was suggested that mental health treatment providers and substance abuse
treatment providers lack knowledge of the opposite

field. Surfacing in the interviews

and

in the literature was the topic of provider training. Many participants stated that the
providers of mental health and substance abuse treatment needed to learn from each other
to understand the other issue not addressed by that specific provider. The literature
shows that the differences between the treatment systems was one of the biggest barrier

to better treatment and that training was the solution (Young & Grella, I 998; Hshieh &
Srebalus,1997; Jerrel, 1996; Thase et al., 1990). It is the recommendation of this
researcher that providers of both mental health and substance abuse who work with a

WSSA with SA take advantage of any opportunity to learn about opposing values,
perceptions and philosophical preferences concerning the duality of the issues that she
presents.
Research

The findings from this study provide personal examples of many treatment
experiences; however,

it is reflective only of the experiences and perspectives of the six

volunteers who participated in this study. There is a need to obtain input from more
women who meet this criterion. However, it may be beneficial to make the criteria more

specific in terms of age group, specific treatment types such as in-patient or outpatient,
level of active symptoms and specifically urban, suburban or rural geographic areas. It
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might also be beneficial to explore what specific treatment approaches or what
components of various treatment models have been most useful to this population.

Much remains unknown about this population. The impact of treatment available
can be further explored through more interviews of this population. The findings from

this study can provide a basis to develop a quantitative study that could be useful on

a

larger scale. Such research would help determine if some of the experiences and
perceptions found in this study are common arnong the larger population of WSSA r,vith

SA. Another possible approach might be to repeat this study. The cumulative results of
more studies of this type could support the need for training providers in both systems
and the development of various groups,

if

these were found to be issues in the broader

WSSA with SA population.
Conclusion

A high incidence exists of WSSA with co-occurring issues of SA. Within the
current systems of care available for individuals with co-occurring addictive and mental
disorders, existing treatment models vary greatly. Most agree the historical differences
between the two service systems of mental health and substance abuse treatment are

barriers to service delivery and that treatment of such individuals is a major issue

confronting service providers and researchers.
While a great deal of research has been written from the perspective of
professionals, nothing had yet addressed the perception of the clients themselves. The

intent of this research was to explore what treatment encounters have been effective in
helping WSSA with SA and to give them an opportunity to have a voice that provides
professionals with needed information for treatment in the future.
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To give an inclusive view of the issues involved with treatment for WSSA with
co-occurring SA. the literature review included literature related to the treatment of
women survivors of sexual abuse, treatment of women with substance abuse. the trvo
single-system treatment systems currently available. and the co-occurrence of both issues.
The major theoretical frameworks found in the literature addressing treatment for

WSSA with co-occurring SA are feminist theory, psychodynamic theory. and cognitivebehavioral theory.
The information for this study was obtained through semi-structured depth

interviews with six volunteers who are WSSA with SA. The individuals are residents of
one of five northern Wisconsin counties. Content analysis of qualitative data was used to

identify common themes among responses to interview questions.
Throughout the interviews participants presented several common themes. These
women had several similar symptoms and some similar obstacles to treatment. Although
the treatment experiences varied throughout, there were several comrnon types

of

treatments experienced.
Problems in treatment varied a great deal with the philosophy of the two treatment
systems, training and communication being the problems most often mentioned. Several

treatment characteristics were considered most effective: having a sense of trust with the

provider(s), a preference for one-to-one services, counseling that encouraged addressing
deep feelings, acceptance of emotional pain caused by sexual abuse. and counseling that

holds clients accountable for themselves and their own behavior. Half of the participants
stated that they would prefer having one provider who had training in mental health and
substance abuse. The other half of the participants preferred having two providers, one
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substance abuse counselor and one mental health counselor, who were in regular

consultation with each other and in constant cooperation.

In most instances the findings from this study coincided with themes from the
literature. There was one theme from the interviews that did not surface in the literature.
Some interview participants criticized treatment providers for issues of professional

commitment. These concerns were openness. addressing current needs. and getting to
what mattered. I-lone of these concerns were approached in studies that explored
treatment models or reported on the problems and symptoms of this population that \,\'ere
reviewed for this study.
The interviews showed that two approaches to treatment would be best.
Preference for both, I ) one provider whom had training in mental health and substance
abuse, and 2) two providers, one substance abuse provider and one mental health

provider whom were in regular consultation with each other and in constant cooperation,
was expressed. The best way in which to provide the most effective treatment for this

population is neither agreed upon in the literature nor in the interviews from this study.
Some support integration of programs while others insist that specialized treatment

specifically designed for WSSA with co-occurring SA is necessary.
Surfacing in the interviews and in the literature is the topic of provider training.

Many participants stated that the providers of mental health and substance abuse
treatment needed to learn from each other to understand the other issue not addressed by

that specific provider. The literature showed that the difference between the treatment
systems was one of the biggest barriers to better treatment and that training was a

solution.
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Concerns brought out in the findings from this study related to characteristics

of

the treatment providers, characteristics of groups, and problems between the tu'o

treatment systems indicate a need for flexibility in treatment serv'ices and philosophical
perspectives.

The findings from this study provide personal examples of many treatment
experiences; however,

it is reflective only of the experiences and perspectives of the six

volunteers who participated in this study. There is a need to obtain input from more
women who meet this criterion. This study may benefit women survivors of sexual abuse

with substance abuse issues and contribute to the existing literature on this topic. This
study may be useful in developing or enhancing practice and research that is more
responsive to this specific population.
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February , 2000

Dear Prospective Volu nteer,
My name is Barb Harschutz and lam enrolled in a graduate program for social work
at Augsburg College. I am conducting a research project as part of my master's thesis at
Augsburg College. I have asked (agency name) to distribute this letter to possible volunteers
for a study I am conducting. You have not been identified to me by the agency.
The purpose of this study is to find outwhatworks and what doesn't work as far as

helping women survivors of sexual abuse who also have some difficulties with substance use
or abuse. I have read many books and articles written by professional therapists, counselors,
and professors, and now I'd like to getwhat Jconsider the true experts'opinion. lwould like
to interviewyou to getyour input as to what helps you and what does not help you.
lf you agree to volunteer for this study, I would ask you to sit down with me at a
place of your choice for an interview. Please consider this interview as semi-structured, yet
casual. lt will probably take one hour to complete. After the interview a follow up call may
be necessary because I may have questlons that I need to clarify.
The records of the interview and this study will be kept private. Myself and my thesis
advisorwill be the only people who will have access to identifying information. twill not
include any information thatwill make it possible to identify you in any sorr of report
produced. A pseudonym of your choice will be used if quotes are needed.
lf you decide to volunteer to participate it will not affect your current or future

relationship with (agency name). You will be free to withdraw at any time without affecting
those relationships.
Please considervolunteering for this study. twould greatly appreciare you input. As
I stated earlier, I consider you the expert on this topic. Your help with this study could
benefit other survivors with the same issues. I intend to add your opinion to the existing
literature on this topic so that professional therapists and counselors have access to read it.
lf you are interested in volunteering or have more questions please call Elmergreen
Associates I -800-788-5882 as soon as possible and ask for me or leave a message on the
confidential answering machine.
Since re ly,

Barb Harschutz, CSW, MSW (lntern)

Elmergreen Associates Cou
86.l9 Hwy 5l North

nse Ii ng Services

P.O. Box 966

Minocqua, Wl 54548
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Appendix C

The Treatment Experience of Women Survivors of Sexual Abuse with Co-occurring
lssues of Substance Abuse

"Consent Form"

You are invited to be In a research study to discuss what works and doesn't work in
helping women survivors of sexual abuse who also have difficulties with substance
abuse. You were requested to be a participant because you identified yourself as a
potential participant. We ask that you read this form and ask any questions you may
have before agreeing to participate in the study.
Barb Harschutz is conducting this study as part of her Master's thesis in social work at
Augsburg College.

Background lnformation:
The proposed research is a study to explore through interviews what women survivors
of sexual abuse with co-occurring substance abuse have to say about treatment
available to them. lt seeks to explore what these women do to deal with simultaneous
problems that arise from both issues. This study attempts to bring to light what the
clients of two single-problem treatment systems; mental health and substance abuse
treatment, experience.
Proced

u

res:

lf you agree to be in this study, we would ask you to do the following things. Participate
in a one*hour interview either at your home or at one of the Elmergreen Associates
offices. lf further clarification is needed a follow up telephone calI may be necessary.
Benefits and Risks of Being in the Study:
There are no direct benefits for participating in this study.

An indirect benefit to participating in this study is that it gives you a chance to
contribute to information and knowledge for professional use in developing future
treatment.

fhe study has some risk. lt is possible that you mayfeel emotionally uncomfortable at
times during the interview due to personal or sensitive information discussed.
The interview can be stopped at any time at your request.

IRB Approval
#2000-07-
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lf you experience any difficulties after the interview you can contact the Counseling &
Development Center at (715) 339-3048, North Central Counseling Center at (7.l5) 4282521, L. E. Phillips Counseling Center at (715) 339-6200, or Elmergreen Associates at
(800) 788-5882. However, payment for any such treatment must be provided by you or
your third party payer, if any (such as health insurance, Medicare, etc.).
Confidentiality
The records of the interview and this study will be kept private. The thesis advisor and
the researcher will be the only people with access to identifying information. The
researcher will not include any information that will make it possible to identify you in
any sort of report produced. A pseudonym of your choice will be used if quotes are
needed. Research records will be kept in a locked file; only the above listed researchers
will have access to the records.
Tape recordings of the interviewwill be made and transcribed into a document. This
document will be identified by a pseudonym of your choice. The tape will be erased
after transcribing is complete. The transcriber has signed a statement of confidentiality.
Tape recordings will be destroyed by August 3l , 2000.
Transcribed documents will be retained but all identifying information removed by
August 31 , 2000.

Voluntary Nature of the Study:
Your decision whether or not to participate will not affect your current or future
relations with (agency name). lf you decide to participate, you are free to withdraw at
any time without affecting those relationships.
Contacts and Questions:
The researcher conducting this study is Barb Harschutz. You may ask any questions you
have now. lf you have questions later, you may contact her at Elmergreen Associates.
Phone: 800-788-5882.
The researcher's advisor is Maryann Syers, Ph.D. You may contact her at Augsburg
College.
Phone: 6l 2-330-l 771.
You

will be given a copy of this form to keep for your records.
IRB Approval
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Statement of Consent

lhave read the above information. lhave asked questions and have received answers.
consent to participate in the study.

I

Sig natu re

Date

Signature of investigator
Date
I consent
Sig

n

Date

atu re

to be audio-taped.

I consent

to use of quotes.

Sig natu re

Date
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Appendir D

Questions for interview for women surv'ivors of sexual abuse r,r'ith co-occurrin-{ issues of
substance abuse.

1

2

1

J

briefly describe issues that arise for you
abused and your use of alcohol or drugs.
Please

as a

result of bein_u sexualll,

What services have you received for issues arising from sexual abuse and from
your substance use?
(groups for survivors. chemical dependency group] individual mental health
therapy, individual chemical dependency counseling).

A)

Please describe your experience in each.

B)

When involved in services for abuse survivors did vou deal with substance
use? If yes, how was it addressed?

c)

When involved in substance abuse services did vou deal rvith survivor
issues? If yes, how was it addressed?

If you have participated in mental health AhlD alcohol and drug
describe the consistency in treatment between

abuse services.

them. (cohesiveness/conflictual)

4

What have been some obstacles to useful treatment?
(things that get in the way)

5

If you were to encounter the most effective treatment to address survivor issues
and substance abuse issues, what would the treatment consist oP
(current ideas include one program or cooperation between providers)

IRB Approval
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E

Confi dentiality Statement

I Kris Mabie do hereby agree to keep any information I learn of throu-eh the process of
transcribing interviews for the study titled The Treatment Experience of Women
Survivors of Sexual Abuse with Co-occurring Issues of Substance Abuse completell'

confidential. Barb Harschutz conducts the study for her Master's thesis in social work at
Augsburg College. I will not discuss any content of the interviews with any other
person.

Signa ture
Date

IRB Approval
# 2000-07 -1

Appendix F
RE: Transcription

tapes transcribed using Word standard format. l " margins. etc.

1

All

2

Each study participant has a pseudonym. That pseudonlm appears on each tape.

...

The header of the transcript should include that pseudonym (upper right).
J

Each interview should have its own

file in Word and named by pseudonym.

Please save on discs provided.
1

Tapes should be transcribed word for word. except to leave out ''uh huh" or

"okay" by interviewer that are meant to encourage the participant to continue.
5

Transcripts should use the following symbols: I

6

Use single spacing except between comments.

7

If there is a pause between questions

:

Interviewer: P : Participant.

and answers, please indicate in the

transcription.

I

If you cannot understand what is being said on the tape,

use the

following symbol:

(?)
9

If both the participant

and interviewer talk at the same time, please show in either

of the following ways:

I: did the counselor
P:

say... Or

Yeah....

I: did the counselor say you need medication?
P: Yeah.

I: you need medication?
Use whichever method is most convenient for process of transcription.
10.

If the participant

emphasizes a response, emphasize

it in the transcript by using all

caps.

l1

If interviewer or participant talk to

someone else on the tape or there are other

interuptions, make a note of it: PARTICIPANT TALIKING TO CHILD /
OUTSIDE INTERUPTION.
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